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INTRODUCTION

Although the intent of this thesis is to address the rights and
h ab ilitation of recipients of mental health services in Michigan as
related to the Michigan Mental Health Code,’ i t is important to have
a ho listic understanding of how services fo r mentally retarded per
sons have developed nationwide.

Michigan's f ir s t institu tio n did

not open until 1895, but the history of services in the State
parallel very closely the national trends in residential care (De
partment of Mental Health, 1962).
Within the section labeled history, the establishment of in s ti
tutions and th e ir philosophies are discussed; this is followed by
four s c ien tific perspectives of mental retardation (Darwinism,
Mendel's genetic research, sociological research, and psychometrics).
This section then traces the changing model of institutional care,
and the genesis of a rights movement on behalf of mentally retarded
persons.
The evolution of a legal basis for establishing rights for per
sons who are mentally retarded is discussed, followed by a discussion
of standards for the care and habilitation of mentally retarded per
sons in need of supportive services.

This includes a basic overview

*The Mental Health Code provides direction for services to per
sons who are labeled mentally retarded and mentally i l l . For the
purpose of this thesis, the author has chosen to narrow the scope
and focus specifically on the code as i t applies to persons who are
mentally retarded. There is , however, much carry-over to the other
population.
1

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

2

of the Intermediate Care F a c ilitie s - Mental Retardation and Accred
ita tio n Council - Mental Retardation/Developmentally Disabled stan
dards and how they affect the movement toward quality and the
community.
The Michigan Mental Health Code is Michigan's response to the
needs of handicapped persons.

I t is the legal framework of the call

to action on behalf of mentally retarded/developmentally disabled
persons and provides the basic guidelines by which fie ld profession
als would necessarily operate.

I t is essential that psychologists

and other professionals in the fie ld be thoroughly fam iliar with the
code.

The present review includes administration, admissions and

discharges from f a c ilit ie s , recipient rig hts, and h ab ilitatio n .
These are c ritic a l issues which w ill steer the institutions and other
residential services into being more than mere warehouses for human
storage.
The intent of the study is to review the human rights and
h a b ilita tiv e aspects of the code, which was passed into law in 1974,
and to evaluate any inconsistencies between the human rights com
mittees and certain treatment modalities u tilize d by the State's
developmental centers (in s titu tio n s ).

The paper also discusses the

role of professionals and the psychologist to c lie n t ratios a t the
various institutions (on grounds and in the community).
As part of the conclusion, the author reviews the materials
covered and discusses related issues such as the basis for the habil
ita tiv e team, the role o f a psychologist (in the institu tio n and the
community), and the value of the code in the provision and safeguard
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of services.

I t also provides a discussion of:

where do we go

from here.
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Chapter I
History of Services for Mentally Retarded Persons

4
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Development of Institutions for Mentally Retarded Persons

o

Developmentally disabled persons in the United States have been
housed in institutions since 1854 when Samuel Howe opened the New
York Asylum for Idiots (Sloan and Stevens, 1976).

The in itia l pur

pose of the Asylum was to educate in a setting sim ilar to a family,
with kind, motherly people caring for the feeble-minded.

The goal

of the school was education during the "best learning years" so that
people could be returned to their own homes at some la te r time
(Wilbur, 1854).
During his life tim e , Howe was concerned about the care and
treatment of the mentally retarded in state schools.

When he re

tired from the Massachusetts School for Id io tic Children in 1874,
he wrote:
"Now the danger of misdirection in this pious and benovolent work is , that two false principles may be incorporated
with the projected institutions which w ill be as rotten
piles in the foundations and make the future establishments
deplorably defective and mischievous. These are, f ir s t ,
close congregation; and second, the life -lo n g association
o f a large number of id io ts; whereas, the true, sound prin
ciples are; separation of idiots from each other; and then
diffusion among the normal population... For these and
other reasons, i t is unwise to organize establishments for
teaching and training id io tic children upon such principles
and w ill tend to make them become asylums for l i f e . . .
Even idiots have rights which should be carefully considered!
At any rate le t us try for something which shall not imply
segregating the wards in classes, removing them from our
sight and knowledge, ridding ourselves o f our responsibil
ity as neighbors, and leaving the wards closely packed in
establishments where the s p ir it of pauperism is surely
^Much of the material contained in this section was referenced
from the President's Committee on Mental Retardation's book en titled ,
Mental Retardation, Past and Present, Washington, D.C., 1977. The
abbreviation PCMRrMR 76 w ill be used.
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engendered, and the morbid peculiarities of each are in
tensified by constant and close association of others of
his class." (Howe, 1874)
Even in 1874, people were concerned with segregation, the rights
of the mentally retarded and the possibility o f deplorable conditions
within institutions (Wolfensberger, 1975).
Much work had been done during the 1800's to determine why cer
tain people were "idiots" (Rosen, Clark, & K iv itz, 1976).

The gen

eral concensus was that only the poor had off-spring that were
retarded.

Howe wrote to the Governor of Massachusetts in 1857 that,

"id io tic children are found mostly among the poor and humble . . .
nutrition te lls upon the brain as well as upon muscle."
In spite of Howe's careful planning and warnings, the goal of
the institution changed from a school setting to a place where basic
custodial care was given (Kugel & Wolfensberger, 1976).
of these "schools" were considered dangerous.

The residents

Many were regarded as

having a sex drive greater than "normal" people3 (Michigan Mental
Health Statutes, 1972), which lent support to the notion that id io tic
children were a product of immorality.
A period of dehumanization and denial of rights was underway
(Sloan & Stevens, 1976, Rosen e t. a l . , Vol. I I , 1976; PCMRrMR 76).

3I t should be noted that the sexuality of the mentally retarded
was an issue that received legislative action. Michigan's response
in 1923 was exactly the same in 1972: " It is hereby declared to be
the policy of the state to prevent the procreation and increase in
number of feebleminded and insane persons, id io ts, imbeciles, moral
degenerates, and sexual perverts, lik e ly to become a menace to so
ciety or wards of the state. The provisions of this act are to be
lib e ra lly construed to accomplish this purpose." Michigan's Mental
Health Code of 1974 replaced these statutes.
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People were not placed in institutions for reh ab ilitatio n , but rather
as a protection for society a t large.

As institutions grew, the

need to reduce the cost of care increased, and the solution to this
problem was to use the "inmates" as cheap labor (Fernald, 1903).
I t is the author's experience that this practice continued in varying
degrees in Michigan until the Mental Health Code was enacted in 1974.
Perspectives on Mental Retardation
As institutions grew, so did s c ie n tific knowledge.
s c ien tific perspectives evolved.

Four primary

These were Darwinism, sociological

research, Mendle's genetics, and psychometry (PCMR.-MR 76).
Galton, impressed by Darwin's Theory, wrote a book en title d ,
Possible Improvement of the Human Breed (Galton, 1901).

He suggested

that by eliminating the u n fit, the human race would be improved,
thus assisting nature in developing a higher quality race.

This

text was the beginning of a eugenic movement, referred to as,
"Social Darwinism."
The study of the Jukes fam ily, which traced and identified the
number of retarded persons in a single family, was written as a
commentary on environmental conditions, but was interpreted as fu r
ther evidence of feeble-minded tendencies being genetically inher
ited (Dugdale, 1877, PCMR:MR 76).
In 1913, Goddard published the story of the Kallikak family
(Goddard, 1913).

This report was sim ilar to the report of the Jukes

family in that i t found a large number of mentally defective people
within the same family.

The Kallikak family was interpreted as the
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final proof that feeble-mindedness was genetically determined.

This

interpretation, of course, lent support to the proposal for s t e r il
ization as a preventative measure.
In 1905, Simon Binet developed an intelligence test, which was
designed to distinguish between students who would do well in school,
and those who would not.

The intelligence quotient (I.Q .) was used

by other professionals as a tool to determine who was and was not
feeble-minded (Goddard, 1913).

This test was used by many as con

clusive proof of the individual's characteristics which were thought
to be irreverable (PCMRrMR 76).

Binet, on the other hand, did not

agree as is evident from this quote from Les Idees Modernes sur les
Enfants:
"some recent philosophers appear to have given th e ir moral
support to the deplorable verdict that the intelligence o f
an individual is a fixed quantity . . . We must protest and
act against this brutal pessimism . . . We shall try to
demonstrate that i t has no foundation" (Translated from
Binet, Les Idees Modernes sur les Enfants, 1911).
Now that there was a way to test for feeble-mindedness, Goddard
was able to estimate the number of mental defectives in the United
States.

He stated that a t least 3% of a ll school children were either

idiots (2 year m entality), imbeciles (2-4 year mentality) or morons
(7-12 year m entality).

He was of the opinion that the education of

the feeble-minded would not a lte r the outcome of I.Q . scores (Goddard,
1913).
Changing Models of Care
Society had by the early 1900's "successfully" dealt with the
developmental!y disabled citizen of the United States (Wolfensberger,
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1975, Sloan & Stevens, 1976).

Segregation and s te riliza tio n were

practiced in a ll states as was the custodial model for institutions
(Kugel and Wolfensberger, 1976, Kanner, 1967).

Education was not

part o f the residents' day, but rather, hard labor in one part of
the institution or another.

As one superintendent stated, "Give me

the land (100 acres w ill suffice) and allow me to gather a ll the
id io tic and imbecile population now under public care together, and
I agree that the institution shall be made self-sustaining and I w ill
pay back to the State the price of the land" (Byers, 1890).
With the monetary problem solved by using the residents as part
of the labor force, the size of the institutions increased quickly.
In 1925, there were approximately 40,000 people in institutions or
.34 per thousand.

By 1950, there were 128,000 people in in s titu 

tions, or .83 per thousand.

1969 was the institutions' biggest year

with 190,000 people or 1 per thousand within the institution (PCMRrMR
76).
With the advent of deinstitutionalization and larger community
service programs in the 70's, the institutionalized population was
decreasing (Kugel & Wolfensberger, 1976).

In 1975, the institutional

population was estimated to be between 165,000 and 170,000 with the
rate reverting to a level of .78 per thousand of population or less
than that of 1950 (PCMRrMR 76).
Genesis of the Rights Movement
After more than one hundred years of existence, institutions
had not yet f u lfille d Howe's guidelines of attaining a normal
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environment with education as its primary objective.

People were not

being educated, or returned to their own communities, but were being
warehoused within the confines of the institu tio n .

Residents of the

institutions were stripped of many of the rights and protections
guaranteed to them by the United States B ill of Rights (Wyatt vs.
Stickney, Willowbrook, Pennhurst).
Fin ally, on December 20, 1971, the United Nations adopted a
Declaration of the Rights of Mentally Retarded Persons.

In this

document, people with I.Q . scores lower than "normal" were acknow
ledged to have the same rights as others.

The General Assembly

reaffirmed its "faith in human rights and fundamental freedoms and
in the principles of peace, of the dignity and worth o f the human
person and of social justice . . . ," as part of its charter.

This

document outlines the basic rights of the mentally retarded:
1)

That mentally retarded people have the same rights as other
human beings.

2)

That mentally retarded citizens have a right to education,
training, reh ab ilitatio n , and guidance that w ill allow them
to develop to their maximum potential.

3)

That whenever possible, mentally retarded people should liv e
with th eir own fam ilies, and be allowed to participate in
different forms of community l i f e .

In 1973, the American Association of Mental Deficiency, the
largest professional organization in the country concerning mental
retardation, expounded on the rights and th eir specific extensions.
The basic rights are:
1)

freedom of choice

2)

freedom to liv e in the least restrictive individually
appropriate environment
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3)

to gainful employment and a f a ir day's pay for a f a ir day's
labor

4) to be part of a family
5) to marry and have a family o f her or his own
6) to freedom of movement and to not be interned without just
cause and due process of law
7)

to speak openly and fu lly without fear of undue punishment

8)

to privacy

9)

to practice his or her religion

10)

to interact with peers

The specific extensions decree that a ll mentally retarded people
have rights regarding proper education, individual program plans,
vocational training and freedom from harm, abuse, and the rights to
guardianship, i f needed.

These extensions further state that when

participating in research, they have the rights "to be safeguarded
from violations of human dignity, and to be protected from physical
and psychological harm" (AAMD Statement, 1973).
Legal Basis
With the advent of rights for developmentally disabled citizens,
the courts have been involved to be certain these rights are being
upheld.

Psychiatrists, medical doctors, and psychologists,in the

past, have not been closely regulated when providing services to
recipients of mental health care.

Because the mentally retarded were

shut away from the rest of society, personnel working with them also
had a rather "free hand" in providing care and treatment.

The mental

health professionals were not significantly concerned with resident
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rights as these rights are understood today.

The courts were not

involved to any great extent with defining "appropriate" treatment
modalities, because the professionals were the experts and th e ir
ethical codes were thought to be a safeguard against both exploita
tion as well as cruel and unusual punishment.
In the Williams vs. Robinson case of 1970, the court's tre a t
ment of a mental hospital was sim ilar to previous considerations of
other administrative agencies.

The pi a n tiff charged that he was

transferred to a maximum security ward based on fau lty information,
and that other less re s tric tiv e alternatives had not been explored
prior to his transfer.

The courts requested that the hospital pre

sent an administrative record that would indicate the rationale for
the transfer.

The hospital argued that the medical records were not

open to judicial scrutiny as a hospital was not an administrative
agency.

The court held that when the issues were the type of con

finement and the adequacy of treatment then the rules governing the
ju d icial review of administrative agencies apply.

Therefore, the

court did have the power to judge the appropriateness of the basis
fo r the decision regarding ward assignments (Martin, 1975).
Two other recent cases (Clonee vs. Robinson, 1974 and Goss vs.
Lopez, 1975) considered the issue of due process of the law.

The

court held that any changes in statutes affecting people receiving
services from a governmental agency that would deprive them of
lib e rty or property must be in accord with the due process clause
of the constitution.

This clause charges that notice must be given

to the individual of the impending deprivation of lib e rty or property
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and a hearing must be held.

In addition to following due process

when transfers are being considered, the least res tric tiv e alterna
tive which serves the purpose of committment must be explored prior
to placement (Covington vs. Harris, 1969), (Martin, 1975).
The inclusion of mentally handicapped children within the public
education system was recently heard by the courts in M ills vs. Board
of Education of D is tric t of Columbia, 1972, and the Pennsylvania
Association for Retarded Children vs. Commonwealth of Pennsylvania,
1971.

Both suits charged that students were excluded from schools

and were not receiving any alternative educational services.

The

courts held that developmentally disabled children had the same
rig ht to free public education that applied to other children.

The

courts also ruled that assignments to educational programs must be
reviewed periodically and any reassignments must follow due process
(Martin, 1975).
In a suit file d in Washington, D.C. (Souder vs. Brennan, 1973)
the courts ruled that any work by recipients o f mental health ser
vices in which an economic benefit was derived by the institution
must be paid for by the in s titu tio n .

The Department of Labor was

required to enforce the Fair Labor Standards Act that require mini
mum wages to be paid to the recipients.4

4When a recipient is employed by a sheltered workshop or Work
A ctivity Center, the agency may do a wage deviation study to deter
mine how much work a recipient can do as compared to a "normal"
worker. The recipient can then be paid less than the minimum wage.
This is also true in settings, such as in stitu tio n s, where the re
cipient may be expected to pay for his/her own training, for which
he/she then receives a wage.
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In 1973, the issue of the use of aversive stimuli to treat
mental patients was heard by the courts.

The question was raised

as to whether or not the use of aversive stimuli was an acceptable
or effective method (Knecht vs. Gilman, 1973).

The court ruled

that this treatment could only be given i f the patient gave written
consent and was allowed to withdraw that consent at any time during
the procedure.

The court also noted that ju st because a procedure

was labeled "treatment” i t was not above the scrutiny of the Eighth
Amendment and could be regarded as cruel and unusual punishment
(Martin, 1975).
Rouse vs. Cameron, 1966, was one of the cases which served as
the basis for the ruling on the constitutionality of the rig ht to
treatment or to be released from a state mental in stitu tio n .

This

rig ht to treatment issue was again heard in Florida in 1974, Donalds’
son vs. O'Connor. Donaldson sued on the basis that he was not re
ceiving any treatment for his mental condition and that he wanted
to be either treated or released.

This court ruled that:

1) there

is a constitutional right to treatment a fte r being c iv illy committed,
2) when committment is ju s tifie d by the need for treatment, and i f
i t is not given, i t violates due process, 3) when people are committed
because they are dangerous to themselves or others, society must pay
for the safety i t receives from denial of the individual's lib erty
(Donaldson vs. O'Connor, 1974), (Martin, 1975).
After his release, Donaldson sued the two doctors who were in
charge of his case, for depriving him of his constitutional rights.
The judge ruled that damages would be paid by the doctors because
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they were acting under state authority, and did deprive him of his
constitutional rights (Martin, 1975).
In the 1974 case of Wyatt vs. Stickney, the state of Alabama
argued that the courts could not ascertain the quality of medical
treatment.

The judge ruled that the court could determine whether

or not treatment was being given and could formulate standards on
an institution-wide basis that would upgrade the level of care given
to the residents.
The court enumerated three basic conditions that would f a c i l i 
tate better care and treatment.

These were:

1) a humane physical

and psychological environment, 2) enough qualified s ta ff to admin
is te r adequate treatment, 3) individualized program plans.
The court also stipulated many rights of the residents to be
met by the state.

Some of these rights are:

1.

The rig h t to be treated in the least restrictive environ
ment feasible.

2.

The rig h t to be isolated only when i t was therapeutically
ju s tifia b le .

3.

The rig h t to be free from experimental research unless
approved by a Human Rights Committee.

4. The rig ht to not be subjected to any forms of unusual or
hazardous treatment procedures, such as lobotomies, electroconvulsive treatment, punishment conditioning, unless there
is informed consent and approval afte r consultation with
counsel.
5. The rig h t to possess and use any personal possessions.
6.

The rig ht to not be required to do institutional work
unless volunteering, and to be paid minimum wage when doing
so.

7.

The rig h t to privacy.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

16

8.

The rig h t to a comfortable bed and access to recreational
fa c i1i t i es.

9. The rig h t to nutritional meals that shallnot
a punishment for inappropriate behaviors.

be denied as

10. The right to sufficien t numbers o f s ta ff.
11. The rig ht to an individualized program plan that projects
time frames for completion and for discharge or movement
to a lesser re s tric tiv e environment.
One of the most recent cases involving the rights of residents
was heard in December, 1977.

This case involved a state-supported

residential program in Pennsylvania.

The p la in tiffs in this case

were suing for damages incurred while being institutionalized at
Pennhurst Center and for broad r e lie f that included the closing of
Pennhurst.

The opinion of Judge J. Broderick handed down on

December 23, 1977 stated, "the Court finds that the retarded at
Pennhurst have been, and are presently, being denied certain con
stitutional and statutory rights in connection with th e ir in s titu 
tionalization a t Pennhurst" (Broderick, J ., 1977).

The constitutional

and statutory rights the judge was referring to were the F irs t,
Eighth, Ninth, and Fourteenth Amendments to the United States
Constitution.
Standards
In order to establish a higher level of quality in the provision
o f services to mentally retarded/developmentally disabled persons, a
number of standards have evolved to explicate essential service
features.

Prominent among the standards which have evolved are

ICF/MR (Intermediate Care Facilities/M ental Retardation) and ACMR/DD
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(formerly JCAH (Joint Commission on Accrediting Hospitals) now
Accreditation Council Mental Retardation/Developmental D is a b ilitie s ).
Intermediate Care F a c ilitie s (ICF)
Through its Medicaid program, the United States Department of
Health, Education, and Welfare developed standards for institutions
to define a minimum acceptable level of care for mentally retarded
persons.

I f these standards (promulgated in 1974 and updated in

1977) are met, the U.S. Government w ill reimburse up to 50% of the
residents' cost of care.

Michigan has established these standards,

in addition to Mental Health Code, as a p rio rity for a ll fa c ilitie s
that provide residential services to the mentally retarded.
These rules and regulations are concerned with a ll aspects of
the in s titu tio n .

The Michigan Department of Public Health sends

survey teams to the various fa c ilitie s to assess and monitor com
pliance to these specifications.
C ertification as an Intermediate Care F a c ility for the mentally
retarded (ICF/MR) requires routine (monthly) reviews of each resi
dent's program and progress.

This review must be conducted by a

qualified mental retardation professional and an interdisciplinary
team.

The interdisciplinary team consists of a t least a physician,

a nurse, a psychologist, social worker, direct care s ta ff and any
other professionals deemed necessary.

The interdisciplinary team

is charged with developing and implementing a habilitation plan that
is individualized to residents' needs.
The ICF requirements make specific reference to the role of
the psychologists on the interdisciplinary team.

These are:
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1.

Any psychologist providing services to the f a c ility shall
have a t least a master's degree from an accredited univer
s ity and experience in mental retardation.

2.

The psychologist's role is not only to be a member of the
interdisciplinary team but also to in itia te , monitor and
follow-up the individualized h a b ilitativ e plan.

3.

To maintain confidentiality of the resident's program,
progress, and any other information.

4.

That programs that are developed should be designed to
maximize the resident's development and acquisition of
perceptual, sensorimotor, self-help , communicative and
social s k ills . They should also be geared to increase
s e lf direction, emotional s ta b ility and the effective use
of time, including leisure time.

The ICF standards require that any behavior modification programs
that use time out or aversive stimuli w ill be reviewed by the f a c il
ity 's Human Rights Committee.

They also require that the plans

(specific, behavioral, observable, measurable objectives) be written
and kept on f i l e .

Parents or guardians must consent to the use of

such programs.
ACMR/DD
ICF c e rtific a tio n , because of its monetary benefit to the state,
takes on c re d ib ility as a viable and pragmatic pursuit.
formerly JCAH, has no such advantage.

ACMR/DD,

Accreditation by ACMR/DD is

prestigious,^ for i t is deemed as a reflection of high level service
provision and is therefore highly desirable (but is not considered
as essential as meeting the ICF standards which enable the state

5Two of Michigan's twelve developmental centers have received
ACMR/DD accreditation. They are the Alpine Center for Developmental
D is a b ilitie s , and the Muskegon Regional Center for Developmental
D is a b ilities .
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to have a portion of the cost-of-care reimbursed by the Federal
government)
The ACMR/DD standards are similar to the ICF standards, however,
they are typically more stringent.

The ACMR/DD standards concern

seven topics, administrative policies and practices, resident liv in g ,
professional and special programs and services, records, research,
safety and sanitation, and administrative support services.
Some of the standards relevant to habilitation programs and
resident rights include:
1)

The standards address the habilitation of clients that are
being served within the f a c ilit y . They require that an
interdisciplinary team plan, in itia te , coordinate, imple
ment, monitor, and evaluate a ll program plans for the
resident. These plans must be reviewed at least monthly.

2)

That the "rhythm of life " within the fa c ilit y resemble the
cultural norm for the residents' non-retarded age peers.

3)

That seclusion, defined as placement of a resident alone in
a locked room, shall not be employed.

4)

That behavior modification programs involving the use of
time out or noxious or aversive stimuli be reviewed by the
fa c ilit ie s ' human rights committee prior to th eir use.
These procedures shall only be used with consent by the
resident's family or guardian, and only as part of a
written program plan that is kept on f il e in the f a c ility .

Quality controls such as these standards and the code are
essential i f we are to assure protection of the rights, including
the right to adequate h ab ilitatio n , of mentally retarded/developmental
ly disabled persons in this state.
The ICF/MR and ACMR/DD are valuable standards which were devel
oped as evaluation tools for u tiliz a tio n in hospital and institutional
settings. Therefore, these standards don't always appear to ta lly
compatible with normative, small, community-based settings (e.g. ICF/
MR requires 6 foot hallways for non-ambulatory residents. This is a
d iffic u lt standard to comply with using existing housing and/or for
maintaining a cultu rally normative appearance).
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Prior to the enactment of the Michigan Mental Health Code, P.A.
258, in 1974 the basic Public Act dealing with mental d isa b ilities
was "The Hospital Act for Mentally Diseased Persons" which was passed
into law in 1923.

The Legislative Council for the State of Michigan

is by Section 15, A rticle 4 of the Michigan Constitution charged
with the responsibility to "periodically examine and recommend re
visions of the various laws of the state."

The Michigan Mental

Health Code represents the e ffo rt by the Legislative Council to
being together within a single, ordered and integrated statutory
framework a ll of the current Michigan laws concerning mental re
tardation as well as mental illn es s.

Encompassed within the code

are statutes that may be regarded as administrative, fin ancial,
c iv il, and criminal in content.

Michigan was the f ir s t state to

develop such a statutory recodification within a single drafting
e ffo rt (1974, Michigan Legislature).

A discussion by chapter of

the significant areas of the Michigan Mental Health Code follows.
Administration
The creation of a Citizens Advisory Council allows private
citizens, as well as professionals within the Department of Mental
Health to view objectively Department policies.

The Council is to

advise and assist the director in developing and executing mental
health policies and programs.

This review by lay persons is indic

ative of the open door policy brought on by numerous cases of
litig a tio n during the late sixties and early seventies.
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The qualifications for the position of the Director of the
Department of Mental Health were radically changed from a “board
e lig ib le psychiatrist" to “a person with a t least five years of
previous executive experience in mental health."

This change

suggests a growing movement from the medical model to an h a b ilita 
tion model.
The code prohibits the use of names fo r department fa c ilitie s
that could be regarded as stigmatizing or degrading to the clients
they serve.

Therefore, fa c ilitie s such as Gaylord State Home and

Pontiac State Hospital were renamed by the legislature as Alpine
Regional Center and Clinton Valley Center.

These name changes were

attempts to remove the stereotype of people treated a t state fa c il
itie s , i.e . mentally retarded people are objects of pity and need a
home while the mentally i l l are "sick" and in need of a hospital
setting.
The code now requires that county Community Mental Boards are
fin ancially responsible for 10% of the net costs of care while a
resident of that county is being treated in a state f a c ilit y .

Pre

viously, the county boards were required to pay for only the f ir s t
year of care while the Department of Mental Health was responsible
thereafter.

This requirement places more financial responsibility

a t the local level.
Admission and Discharge
For the f i r s t time, a special set of admission-discharge pro
cedures for the mentally retarded has been established.

In general,
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these procedures operate in such a fashion that the major volume of
admissions to a f a c ilit y w ill occur on an administrative (voluntary)
rather than a judicial (court ordered) basis.

Minors are no longer

e lig ib le for judicial admissions and must be admitted by the execu
tion of an application by a parent or a legal guardian.

Adults may

be admitted by an application of voluntary admission generated by
themselves or a legally appointed guardian.

They may also be ad

mitted through the courts i f the following c rite ria are met:
1.

"They are mentally retarded";

2.

"Can be reasonably expected within the near future to in
tentionally or unintentionally cause serious physical
injury to himself or another person"; and

3.

"Have overtly acted in a manner substantially supportive
of that expectation" (Michigan Mental Health Code, pg. 30,
1974).

The code also allows both minors who are 13 years of age or
older and adults, or someone on th eir behalf, to submit objections
to an administrative admission by a Probate Court.

Any person who

is ju d ic ia lly admitted to a state fa c ility is guaranteed by the code,
the rig h t to due process.

These rights include, the rig h t to legal

council and the rig h t to an independent medical and/or psychological
examination.

The code mandates that neither administrative admission

nor ju d icial admission to a state fa c ility constitutes, by law, the
finding or the presumption of legal incompetency.

In order to

minimize the possibility of inappropriate admissions, comprehensive
pre-admission evaluations must be conducted.

The summary of these

evaluations must include mental, physical, social, and educational
evaluations.
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Guardianship
Michigan law did not, prior to the Mental Health Code, 1974,
give adequate attention to the special needs of the mentally retarded
in the area of guardianship.

Only plenary or fu ll guardianship were

granted through the Probate Courts.

The intent of the new law re

garding guardianship is to "promote and protect the well-being of
the individual, designed to encourage the development of maximum
self-reliance and independence of the individual and is to be ordered
only to the extent necessitated by the individual's actual mental
and adaptive lim itation" (Mental Health Code, pg. 35, 1974).

Any

person 18 years or older is considered to be his own person, and
has the rig h t to make a ll decisions pertaining to his l i f e .

This

rig ht can only be removed by a judgement of the Probate Court.

Be

fore a decision can be made by the court regarding the need for a
guardian, a comprehensive report containing evaluations of the indi
vidual's mental, psychological, social, and educational condition
must be submitted to the court.

After considering the content of

evaluation and questioning the individual who is to be disenfran
chised, the court may appoint a guardian with specific individual
powers.

These powers w ill vary from plenary or fu ll guardianship

of the person or estate to a partial guardian with specific respon
s ib ilit ie s , i . e . guardianship over money matters, emergency medical
situations, etc.
Recipient Rights
The most important section of the code is chapter 7, which
guarantees certain rights to the recipients of mental health services.
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This chapter also establishes standards and procedures by which
these rights may be lim ited.
A mental health c lie n t is afforded a ll the rights, benefits,
and privileges that are guaranteed a ll citizens of the United States
by the B ill of Rights.

Persons who are admitted to a mental health

fa c ility are entitled to treatment (h ab ilitatio n ) suited to his/her
determined condition, to a humane living environment, to periodic
examinations, to an individualized plan of service, and to be regu
la rly informed of his/her clin ical status and progress.

Without the

consent of the recipient or guardian, surgery or electro-convulsive
therapy may not be employed, except in life-threatening emergencies
or by order of a Probate Court.

The code farther guarantees that

recipients w ill not be physically or otherwise abused and charges
the governing body of each mental health fa c ilit y to adopt policies
and procedures to assure these rights.

Residents of mental health

fa c ilitie s may not be photographed or fingerprinted without consent.
An exception is made in situations which would assist in determining
the name of the recipient.
Each resident is "entitled to unimpeded, private, and uncensored
communication with others by mail and telephone and to v is it with
persons of his choice" (Michigan Mental Health Code, pg. 42, 1974).
Each f a c ilit y is charged with supplying residents with accessibility
to telephones and writing supplies i f the resident does not have
such items.

The f a c ilit y director may approve lim itations on the

use of mail, telephones, and visitations only to "prevent substantial
and serious physical or mental harm to the resident" (Michigan Mental
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Health Code, pg. 42, 1974).

No lim itations can be placed upon com

munications between a resident and a lawyer or the courts.
Each resident is "entitled to receive, possess, and use a ll
personal property including clothing" (Michigan Mental Health Code,
pg. 42).

The exceptions to this rig ht are:

1.

To prevent loss or th e ft.

2.

To prevent the resident from harming himself or others.

3.

To achieve a compelling treatment objective.

4.

To maintain the function of the f a c ilit y .

I f the person in charge of the h a b ilita tiv e plan lim its the
use of personal property, the reasons fo r and the length of those
lim its must be documented.

When the ju s tific a tio n has expired, the

personal property must be returned to the resident.
The code states that each f a c ilit y may retain control of the
resident's money.

Each f a c ilit y must record policies and procedures

to provide easy access of the funds to the resident and to maintain
a current accounting system.

The f a c ilit y may deny access only i f

i t is "essential in order to prevent the resident from unreasonably
and significantly dissipating his assets."
A resident may not perform any labor that contributes to the
operation or maintenance of the f a c ilit y unless the resident does i t
voluntarily, and is compensated in accordance with State and Federal
labor laws.

"In no event shall discharge or privileges be condition

ed upon the performance of such labor" (Michigan Mental Health Code,
page 43).
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Habilitation
Each mentally retarded c lie n t who receives services from a state
developmental center has an individual program plan for h a b ilitatio n .
This plan is developed and recorded by an interdisciplinary team
and is monitored through a casemanagement system.

To protect clients

from inappropriate h a b ilitativ e practices, the code promulgates
certain provisions.

They are as follows:

1.

Residents may only be restrained or secluded to prevent the
resident from physically harming himself or others, or in
order to prevent him from causing substantial property
damage" (Michigan Mental Health Code, page 44).

2.

A physician or a qualified professional person must, a fte r
being contacted, personally examine the resident to continue
authorization of the restraint or seclusion order.

3.

Seclusion or restraints may only be employed for the length
of the order.

4.

Residents must be removed from the restraints and seclusion
when they are "no longer essential in order to achieve the
objective which ju s tifie d th eir application" (Michigan
Mental Health Code, page 44).

5.

Residents who are restrained or secluded must continue to
receive food, have the opportunity to use the t o ile t and
be kept in sanitary condition.

6.

Each instance of seclusion or restrain t must be recorded in
the resident's record with the ju s tific a tio n for its use
and the results of the examination.

A complete record must be kept current for each recipient of
mental health services; this record and other information regarding
the recipient must be kept confidential.

Information from this

record shall be disclosed by subpoenas to the recipient's attorney,
to the auditor general's o ffic e , to a prosecuting attorney, or to
the Department of Mental Health.

I f the holder of the record and the

recipient (or guardian) agree, information may be given to providers
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of mental health services to the resident or to any other person
or agency.
Conmunications relating to the h ab ilitation of a c lie n t are
privileged from disclosure in c iv il, criminal, le g is la tiv e , and
administrative proceedings.

The resident can waive this privilege.

The psychiatrist or psychologist must disclose privileged communi
cations when:
1.

I t is an element of a claim or defense in a c iv il or ad
m inistrative case.

2.

The patient was informed that the information would be used
in proceedings to determine legal competence or the need
for a guardian.

3.

In c iv il or criminal actions against the psychiatrist or
psychologist for malpractice.

4.

The court orders an examination. The patient must be in
formed o f this prior to the examination.

5.

The patient was ordered to undergo treatment to render his
competence to stand tr ia l on a criminal charge.

The code requires that each provider of mental health services
develop and implement policies and procedures that assure that the
rights of the recipient are upheld.

These policies and procedures

shall provide for:
1.

A simple mechanism to report apparent violations.

2.

A system fo r determining whether or not a violation did
occur.

3.

An assurance that firm and f a ir disciplinary and appropriate
remedial action be taken i f , in fact, a violation did occur.

In concluding this overview, i t is important to point out a
number of demonstrative changes within the jury's view of mental
health services.

A marked change is from the traditional medical
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model to a model with h a b ilita tiv e intention.

More emphasis has

been placed upon documentation, programmatic inputs and account
a b ility .

A number of lim itations have been placed in a ll areas of

mental health services, as well as a large influx in guaranteeing
recipient rights.

The following study is an attempt to gain some

insights into the provision o f behavior modification services within
state fa c ilitie s .

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Chapter I I I
A Selected Study

30

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

31

I f the State of Michigan is to provide optimal care and habil
ita tio n for mentally retarded clients of Department o f Mental
Health f a c ilit ie s , then i t is essential that there be adequate
professional resources as well as quality controls to protect the
rights and well-being of clien ts.

Due to the potential for positive

impact to be gained from the expedient and controlled use of

be

havioral techniques, the present study was conducted to determine
the effectiveness and consistency of behavioral techniques.

As

the primary contemporary governing le g is la tio n , the Michigan Mental
Health Code was used as a point at which change and/or improvements
in this area may have been instituted.
Method
Subjects:
All twelve state centers for the developmentally disabled,
serving a total population of just under 6,000 mentally retarded
clie n ts , were used for the purposes of this study.
populations range from 90 to 1,050.)

(The “in-house"

Since the total number of

fa c ilitie s is so small, i t was f e lt that a thorough review would
extract more functional data than random sampling.
naires were sent to one person a t each in s titu tio n .

Question
These persons

included two f a c ilit y directors, fiv e recipient rights directors
and fiv e directors of programs/program administrators.
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Questionnaire:
An eight item questionnaire was used to gather the data.

The

questionnaire included questions regarding the number of people
served, the types of professionals on the human rights committees,
who reviewed and approved certain behavioral intervention techniques,
and the number of psychologists on s ta ff.

A copy of the questionnaire

and the responses from each developmental center are included in
Addendum B.
Procedure:
A copy of the questionnaire was mailed to a ll of the Department
of Mental Health fa c ilitie s for the developmentally disabled.

In

cluded was a b rie f le tte r explaining that the information was to be
used to assess the impact of the 1974 Mental Health Code as i t related
to behavioral intervention techniques and human rights committees.
The subjects were then asked to return the questionnaire to
the author in a self-addressed envelope which was included with the
questionnaire.
Results and Discussion
In response to the question, "Do you have a human rights com
mittee who reviews and approves behavioral training programs?" eight
centers replied that they did and four said that they did not.

The

number of clients who are currently residing in state developmental
centers who are not benefiting from an objective review of th eir
program plans is 1,543.
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Figure 1:
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The total number of clients being served by the developmental
centers is 5,110.
Of the eight centers having human rights committees, *'ne had
established the committee prior to 1974, one prior to 1973, one
prior to 1976, three prior to 1977, and two prior to 1978.
The responses to the question, "Who is the chairperson of the
committee?" were:

two centers had social workers, one had a c itizen ,

two had rights advisors, one had a resident a ffa irs aide, and two
had psychologists.

The degree of variance in who chairs this com

mittee in part reflects a lack of direction provided by the Mental
Health Code.

This variance was not of major concern to this observer,

but the following points should be made:
A.

A psychologist's role as chairperson may constitute a
co n flic t of interest because he/she may be responsible
for the implementation of program plans and could be
approving one's own work.

B.

Any clin ical person chairing this committee (e .g ., psychol
ogist, social worker, e tc.) speaking about a person on
his/her active caseload could be less than objective be
cause of their involvement With the c lie n t. Nationally,
centers serving the handicapped have moved to an inter
disciplinary approach to avoid potential p itfa lls when one
discipline is responsible for developing and monitoring
its own programs.

♦Centers which do not have human rights committees.
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C.

A citizen may be the most appropriate person to chair this
committee as he/she would have no active involvement with
the c lie n t. The less the degree of involvement with the
actual day-to-day operation of the agency by the chair
person, the greater the potential for rendering objective
reviews of c lie n t programs.

When asked how often the human rights committee met, the range
was from weekly to "quarterly and as needed."^

This information

does not adequately portray the number of cases heard per meeting
(or per population) or the amount of time spent per case, but does
re fle c t the degree of imminence with which c lie n t needs are addressed
( i . e . , i f a c lie n t needs a program now, how much time w ill pass
before i t is reviewed by the committee so i t can be implemented;
does the c lie n t need to wait a week or until the next quarter to
have his/her needs addressed).
Most of the human rights committees were comprised of a com
bination of medical, psychology and social work professionals.
Several committees also had administrators or rights advisors as
members.

Only one committee included a parent.

When asked i f the fa c ilit y used time-out (see d efinition s),
nine responded that they did, two said no, and one did not respond.
Eight centers responded to the question, "What is the maximum amount
of time that a resident can be in time-out?"

The range was 10

minutes to 142 minutes, with an average of 46 minutes.

^This category was added by the developmental center and was
not part of the original questionnaire.
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Figure 2:

What is the maximum amount of time that a resident can
be in time-out?
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Seven centers said that the human rights committee approved the
use of time-out prior to its use.
Figure 3:

One responded that i t did not.

Does one or more of the following people approve of these
procedures prior to , or in addition to, the Human Rights
Commi ttee?
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8"No maximum, usually less than one hour."
Q
This interdisciplinary team consists of a t least the parent, a
social worker, a physician, and a psychologist.
l^This center does not have the human rights committee approve
of the use of time-out prior to its use. Therefore, the program
supervisor makes the decision to place people in time-out alone.
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The lack of consistency between fa c ilitie s in th e ir use of
time-out techniques reflects the lack of a cohesive response to the
behaviors which e l i c i t such te b ilita tiv e and training methods.

If

this variation constitutes a planned procedure to compare the e ffe c t
iveness of a variety o f techniques, then i t is time to gather the
data and make a statement.

More probably this absence reflects the

re la tiv e novelty of behavioral techniques in the agencies and the
fact that there currently is n 't any statewide training of persons
who would u tiliz e such techniques.

This also reflects that livin g

in one particular f a c ilit y predetermines how time-out w ill be im
plemented.

Use of time-out where the maximum stay is ten minutes

versus the use of time-out where the maximum stay is over an hour
suggests a range in terms of the effectiveness and understanding
of the optimal u tiliz a tio n of time-out.

The response to a c lie n t's

presenting need (e.g. reduction of aggressive outbursts) may vary
based on where the c lie n t is currently liv in g rather than on the
behavior in question.
In the planning for a consistent programmatic approach for
the same c lie n t, the range of people involved could be from one
to as many as the total interdisciplinary team.

The use of be

havioral techniques has been a controversial one; i t would seem
that increased input by a variety of persons and/or disciplines
(in the setting of an interdisciplinary team) would provide greater
protection against the misuse of such techniques.
Ten centers responded that they used overcorrection/restitution
(see d e fin itio n s ), one said no, and one did not respond.
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Figure 4:

what is the maximum amount of time a resident w ill be
required to overcorrect the environment?
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Six centers said that the human rights committee approved of
the program prior to its use, four said no, and two centers did not
respond.
Figure 5:
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^Included on this interdisciplinary team are a psychologist, a
physician, a social worker, and the parent or guardian.
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The discussion of the use of time-out also applies to overcorrection/restitution in that consistency of application is a key
to the success of behavioral techniques.
Ten centers responded that they used restraint (see definitions)
two said that they did not.
Figure 6:

What is the maximum amount of time that a resident would
be placed in restraint?
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The range of length of time spent in restraints is from 10
minutes to "unspecified."
Figure 7:

Does one or more of the following people approve of these
procedures prior to , or, in addition to, the Human Rights
Coirmi ttee?
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I t was reported that only three fa c ilitie s in the state use
restrain t as a planned behavioral approach (as reflected by the fact
that the Human Rights Committee approves the procedure prior to its
use).

The data further re fle c t that the physician alone makes the

determination as to the use of restrain t in three f a c ilitie s .

Based

on the reference in the questionnaire only to the behavioral (non
medical) use of restrain t (e .g ., to prevent self-abuse rather than
use of a chest restrain t to position a person in a wheelchair), agen
cies responding where the physician was the sole determinant of such
techniques re fle c t a unidisciplinary approach (which could mean that
one person could make the decision to keep someone in restrain t for
as much as 12 hours) which is inconsistent with protections inherent
in the interdisciplinary approach.
Eleven of the twelve centers responded that they used quiet
time (see definition s).
Figure 8:
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l 2" i f specified by s ta ff usually less than 3 hours, however,
residents have elected to spend the entire night in such an area."
I f clients elect to spend the night in such an area, i t would seem
that the quiet area was more reinforcing than the setting that the
c lie n t was excluded from. Therefore, the procedure does not function
as an effective behavioral intervention technique (the behavior is
being reinforced rather than discouraged).
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The range of length of time spent is between 10 minutes and
"unspecified."
Figure 9:

Does one or more of the following people approve of
these procedures prior to , or, in addition to, the
Human Rights Committee?
+

Psychologist
Physician
Social Worker
Parent/Guardian
Director
Program Director
Interdisciplinary Team
Nurse
Program Supervisor
1 2

3 T

+

+

+

+
+
+
+

5 6 7 8 9 10 11
Developmental Center

12

I t is important to note that none of the fa c ilitie s use the
Human Rights Committee to determine u tiliz a tio n o f this technique.
Because i t is a less re s tric tive form of intervention, this is
apparently deemed less of a threat to clients and i t is assumed
that the Human Rights Coirmittee does not have to review a ll in ter
action.

However, in each of three f a c ilit ie s , one person is

making the determination to use this technique.

As a planned

intervention, a larger number of persons involved with the decision
to use quiet time may prevent over-use or misuse.

I t should be

noted that over-regulation of such techniques may, however, pre
clude appropriate situation-specific intervention and the subse
quent prevention of more extreme behaviors (or the need for more
re s tric tiv e intervention).
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Figure 10:

Psychologist to c lie n t ratios/in-house.

Developmental
Center

Number of
Psychologists

Number of Clients
In-House

1
2
3
4
5
6
7
8
9
10
11
12

0.5
6
10
3
1
5
3
1
1
15
7
3

176
700
884
385
90
650
387
288
170
1,050
775
160

Figure 11:

Psychologist to
Client Ratio
1
1
1
1
1
1
1
1
1
1
1
1

352
117
88
96
90
129
130
288
170
70
111
53

Psychologist to c lie n t ratio/community.

Developmental
Center

Number of
Psychologists

1
2
3
4
5
6
7
8
9
10
11
12

0.5
0
0
1
3
1
0
0
0
0
0
1

Number of Clients/
Community
200
50
279
500
700
215
150
27
30
. . .

547
. . .

Psychologist to
Client Ratio
1:400
0: 54
0:279
1: 500
1: 233
0: 150
1: 215
0:27
0: 30
. . .

0: 547
. .

The psychologist/client ratio is extremely high both in the
community and in the in s titu tio n .

This directs this discipline

(psychology) toward crisis intervention rather than toward planned
intervention and h a b ilita tio n .

The implication that with present

ratio s , a psychologist’s role is one of maintaining behaviors (or
allowing clients to regress) rather than one of programmatic
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intervention and training.

With the onset of the concept that

clients should be provided h ab ilitation in the least restrictive
alternative which can adequately address th e ir individual needs
(Wyatt vs. Stickney, e tc .) and the concomitant move toward the
community, comes an additional need for smaller caseloads.

If

clients are in heterogeneous settings of six or less, scattered
miles apart, then there is an increased need fo r cre a tiv ity on the
part of the psychologist to counteract the reduced control he/she
now maintains over the clients' respective environments.
As the state moves to implement its Alternative Intermediate
Service (AIS/MR) program,13 the necessity of appropriately pro
viding support services increases dramatically.

I t would not seem

inappropriate for the state to establish minimum professional
s ta ff-to -c lie n t ratios for the community programs (as well as for
the in s titu tio n ).

I f this is done appropriately, i t would be

fle x ib le enough to change i f circumstances in a particular area
suggested the need was greater.

The respective agencies would also

have to protect the professionals from special assignments and
other duties that would take away from the time he/she has to spend
with his or her clients.

13The state plan for AIS/MR calls for a reduction of the state'
M.R. institutional population by 1200 persons by 1982 (per "AIS/MR
Guidelines” by the Michigan DMH Central O ffice).
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The intent of this thesis has been to look h o iis tic a liy at the
needs of mentally retarded citizens in this state who are recipients
of mental health services.

The author has attempted to review the

way the enactment of the Mental Health Code has affected these
services and the present state of services for these clients in
terms of hab ilitation and protection of c lie n t rights.
As background, the author has discussed the development of
services up to this point, but the primary emphasis must be on the
present and on shaping the future.

I f we are concerned about the

individual h a b ilita tiv e needs of each c lie n t and with developing
services in the least re s trictiv e setting which can address clients'
needs, then certain issues warrant a closer look.

The following

is a discussion of the basis for a h a b ilita tiv e team, the role of
the psychologist (in the in s titu tio n , in the community), the value
of the code in the provision and safeguard of services, the move
toward the community, and WHERE DO WE GO FROM HERE!
What is the Basis for the H abilitative Team?
The basis for the h a b ilitative team is an interdisciplinary
structure whose role i t is to objectively develop and implement
specific program plans that address the clients' h ab ilitativ e needs.
This team must also review, monitor and update these plans on a
regular short term basis.

The h ab ilitativ e team must advocate

the creation of needed services for the recipients.

This group

must be charged with the responsibility to develop creative and
imaginative plans that w ill protect the clien ts' basic human rights.
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Although charged with this responsibility, the h ab ilitative
team must be aware that the review and approval of certain program
plans by the human rights committee is a necessary process to assure
these rights.

I f a human rights committee includes laypersons,

then the likelihood of an objective review is enhanced.

I t is this

author's contention that an objective review of program plans
designed to decrease behavior is not only in the clients' best
interest, but i t also serves as a necessary check and balance
system for the h a b ilita tiv e team.
Role of the Psychologist
Any psychologist working in a state-run developmental center
must be able to work within the interdisciplinary (h a b ilita tiv e )
team framework.

The psychologist must be able to document that

less re s tric tiv e methodologies have been implemented and failed
prior to the application of more stringent contingencies.

This

may be contrary to the theoretical model of behavior modification.
The use of c a ttle prods and food deprivation may be extremely
effective methods to change behaviors, but the rig ht to humane
treatment must be a p rio rity when developing c lie n t programs.
Because behavior modification is an accepted psychological
approach that can be taught to a layperson, there is a need for
the psychologist to spend time training other s ta ff to w rite,
review and implement program plans (e .g ., to ile tin g , a c tiv itie s of
daily liv in g and socialization s k ills ).

I f the psychologist's case

load is too large, the time available is lim ited.

This training is

important in that i t increases the manpower available to develop plans
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How Has the Code Affected the Provision and Safeguard of Services?
The Michigan Mental Health Code has established a more compre
hensive legal foundation fo r the provision of services to recipients
o f the mental health system in Michigan.

Major areas which have

been sign ifican tly altered by the code would include guardianship,
admission-discharge c r ite r ia , the establishment of individualized
written plans of service for each resident and protection of a
number o f previously more vulnerable rig hts, e .g ., protection from
abuse, the freedom of movement, and the entitlement to mental health
services in a safe, sanitary and humane liv in g environment.

The

absence of these rights, services and protections is no longer
merely unethical, i t is ille g a l.

The code also allows for the

appointment by the Governor of a 12 member Citizen's Advisory
Council made up of private citizens who can advise and assist the
director of the Department of Mental Health with developing and
executing mental health policies and programs.
According to the Mental Health Statutes Study Subcoimrittee's
Legislative Council in 1973, the provisions of the code were intended
to "replace a melange of scattered, unintegrated, lengthy and
antiquated statutes."

In fa c t, the code is considered to be a very

progressive step forward toward c la rify in g , delineating and toward
assuring long overdue improvements in the quality of services we
provide to the people of Michigan.
The Move Toward the Community
In 1971, the President established a major national goal of
returning one-third o f the more than 200,000 mentally retarded
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persons in public institutions to the community (PCMR:MR 71).

This

was an ambitious goal.
In Michigan, a panel appointed by the Governor and led by a
former director of the U.S. Department of Health, Education and
Welfare (Wilbur Cohen) told the Governor and six of his department
heads that the "number one p rio rity for the next few years should
be to reduce the size of the institutions and to get persons back
into the community in more productive settings" (Detroit News,
7/21/78).
As a result of these issues and the Mental Health Code, the
state has drastically increased the potential for developing
community-based residential programs.

We now have a large number

of persons placed in foster home and group home settings, but we
s t i l l have a significant need to continue to maximize the potential
and resources fo r such alternatives.
The number of required standards and monitoring capabilities
necessary to assure quality have increased dramatically, and the
end result has been the emergence of a more sophisticated service
delivery system.

The mental health professionals are becoming more

professional in th e ir approach to the needs of th e ir c lien ts.

We

have come a long way in the provision of services, but i t is essential
to rea lize that although we have the necessary tools to move people
back to the community, fu ll implementation is s t i l l a goal and not
yet a re a lity .
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Where Do We Go From Here?
Michigan has come a long way in improving the quality of ser
vices for mentally retarded persons.

As reflected by the code and

other a c tiv itie s , the legislation is among the most progressive in
the nation.

Although the state has a

respectable start towardthe

development of quality services and protections, this is not the
time to pat ourselves on the back for
As was discussed in Chapter I I I ,

a job well done.
there are a great numberof

inconsistencies in the provision or a v a ila b ility of services state
wide.

There's a long road ahead of us before we are where we should

be in providing services.

The probability of confusion and manage

ment d iffic u ltie s increases greatly as services decentralize.

With

the accelerated move toward the conmunity, the need for specific
quality controls and consistency increases.

I t is only through

assuring these safeguards, quality controls and c lie n t supports
that we can shape services in Michigan into more effective and
humane h a b ilita tiv e settings.

The clients deserve nothing less.
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ADDENDUM A
Michigan's Developmental Centers
Number

Name

1

Alpine Regional Center for Developmental D isabilities
Gaylord

2

Caro Regional Mental Health Center
Caro

3

Coldwater Regional Center for Developmental
D isabilities
Coldwater

4

Hi11 crest Regional Center for Developmental
D isabilities
Howel1

5

Macomb-Oakland Regional Center
Mt. Clemens

6

Mt. Pleasant Regional Center for Developmental
D isabilities
Mt. Pleasant

7

Muskegon Regional Center for Developmental
D isabilities
Muskegon

8

Newberry Regional Mental Health Center
Newberry

9

Northville Residential Training Center
Northville

10

Oakdale Regional Center for Developmental
D isabilities
Lapeer

11

Plymouth Center for Human Development
Northville

12

Southgate Regional Center for Developmental
D isabilities
Southgate
49
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ADDENDUM B
1.

Do you have a human rights committee who reviews and approves
behavioral training programs?
Center

2.

Answer

1

Yes

2

See 2

3

Yes

4

No

5

Yes

6

Yes

7

Yes, They review programs that s ta ff
feel might be
controversial or might be uncomfortable for a
resident

8

In process of establishing

9

No

10

Yes, (Called Behavior Modification Review Committee)

11

Yes

12

Yes

When was the committee established?
Center

Answer

1

November 76

2

Before November 74, We have a Resident Care Committee

3

June 78

4
5

November 75

6

September 78
50
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Center

7

Answer

Before November 74

8

9

3.

10

February 77

11

November 77

12

November 77

Who is the chairperson of the committee?
Center

Answer

1

Social Worker

2

Other, Director

3

Other, Citizen of Coldwater community

4
5

Rights Advisor

6

Rights Advisor

7

Other, Resident Affairs Aide

8

9

4.

Other, Unknown

10

Psychologist

11

Psychologist

12

Other, Director of Community Services (Social Worker)

How often does this committee meet?
Center

Answer

1

Bi-weekly

2

Weekly

3

Monthly
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Center

Answer

4
5

Monthly, Other - Extra emergency meetings are
usually called once a month on an average

6

Weekly

7

Monthly, Other

- And as needed

8

9

5.

Other, Unknown

10

Weekly

11

Other, Quarterly on a regular basis and as needed

12

Bi-monthly

Please indicate who are members of the Human Rights Committee?
Center

Answer

1

Psychologist - 1
Physician - 1
Social Worker - 1
Nurse - 1
Program Administrator - 1
Non-program s ta ff - 1
Clergy - 1
Other - 2 Attendant Nurses

2

Psychologist - 6
Physician - 4
Social Worker - 8
Nurse - 2
Program Administrator - 5

3

Psychologist - 1
Physician - 1
Non-program s ta ff - 7
Other people not otherwise involved with fa c ility
Other - 1 Direct Care S taff

4
5

Nurse - 1
Non-program s ta ff - 6
Resident parent - 1
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Center

Answer

Clergy - (Hope to get one soon)
Other people not otherwise involved with fa c ility 2 ARC reps
Other - 1 Resident of a group home on our ro lls
6

Psychologist - 1
Social Worker - 1
Clergy - 1
Other people not otherwise involved with f a c ility - 1
Other - 2 (Safety Officer and Acting Rights Advisor)

7

Nurse
Clergy
Other - Resident Affairs Aide, Clinical Director,
Resident, Foster Grandparent, Attendant

8

6.

10

Psychologist - 2
Physician - 1
Social Worker - 1
Program Administrator - 1
Other people not otherwise involved with f a c ility 1 Rights Advisor

11

Psychologist - 1
Physician - 1
Social Worker - 1
Non-program s ta ff - 2
Other - Recipient Rights Advisor

12

Psychologist - 1
Physician - 1
Social Worker - 1
Program Administrator - 2
Resident parent & Clergy - 1
Other - 1 Resident

Does your fa c ility use:
A.

Time out:
Defined as: placing an individual in a room or less rein
forcing environment in which egress prevented, following
some predetermined inappropriate behavior.

Center
1

Answer
1) Yes
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Center

Answer

2) I f yes, what is maximum amount of time that a
resident can be in time-out? 15 Minutes
3) Does a human rights committee approve of this
procedure prior to its use? Yes
4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes

2

1) No

3

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? No maximum lim it
specified, usually less than 1 hour

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Social Worker - Yes, on some occasions
The resident's parent or guardian - not usually
The Program Director - Yes

4

1)

Yes

2)

I f yes, what is maximum amount of time that a
resident can be in time-out?

3)

Does a human rights committee approve of this
procedure prior to its use?

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
The resident's parent or guardian - Yes
Other - Interdisciplinary Team
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Center

5

Answer

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? 1 Hour

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4) Does one or more of the following people approve
of these procedures prior to , or, in addition to ,
the human rights committee?
Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes
6

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? 15 Minutes

3)

Does a human rights committee approve o f this
procedure prior to its use? Yes

4) Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Program Director - Yes
Other - Program supervisor
7
8

9

1) No, That's seclusion and is prohibited in JCAH
accredited fa c i1i t i es
1)

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? 1 Hour

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
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Center

Answer

of these procedures prior to, or, in addition to,
the human rights committee?
Other - Program Supervisor
10

1)

Yes

2)

I f yes, what is maximum amount of time that a
resident can be in time-out? Until 5 minutes
a fte r calm or 1.75 hrs., whichever occurs f ir s t ;
1.75 hrs^ has never been tested (range 2-87
minutes x = 7.78")

3)

Does a human rights committee approve of this
procedure prior to its use? Yes, (as consti
tuted above)

4)

Does one of more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
(As members of Interdisciplinary Team which
drew up the plan in the f ir s t place)

11

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? 10 Minutes

3)

Does a humanrights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to, o r, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The Program Director - Yes

12

1) Yes
2)

I f yes, what is maximum amount of time that a
resident can be in time-out? 10 Minutes
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Answer

Center

3)

Does a human rights comnittee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Director - Yes
The Program Director - Yes

B.

Over-Correction/Restitution:
Defined as: the individual is required to restore or attempt
to restore the immediate environment to a better situation
than its original condition a fte r he/she has damaged or
otherwise upset the environment.

Center
1

Answer
1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 20 Minutes

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to
the human rights committee?
Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes

2

1)

No

3

1)

Yes

2)

I f yes, what is the maximum amount o f time a
resident w ill be required to over-correct the
environment? About 30-40 minutes

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

58
Center

Answer

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes, on occasion
The resident's parent or guardian - Yes
The Program Director - Yes
Other - Program Supervisor, Yes

4

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 30 minutes

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Other - Interdisciplinary Team, Yes

5

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 15 minutes

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes
The Program Director - Yes, by benefit of IDT
meeting

6

1)

Yes
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Center

Answer

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? Time w ill vary

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Program Director - Yes
Other - Program supervisor, Yes

7

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 30 minutes

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
The Program Director - Yes

8

1)

9

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? Unspecified

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
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Center

Answer

Psychologist - Yes
Other - Program Supervisor, Yes
10

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 3 minutes

3)

Does a human rights committee approve of this
procedure prior to its use? Yes
( i f physical assistance/guidance must be used
to implement the contingency - no, i f vocal
request works)

4)

Does one or more of the following people approve
of these procedures prior to , o r, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
(As explained above)

11

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? 15 minutes

3)

Does a human rights committee approve o f this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to , o r, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes
The Program Director - Yes

12

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident w ill be required to over-correct the
environment? Not specified (not more than 20
minutes)
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Center

Answer

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to ,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Director - Yes
The Program Director - Yes

C.

Restraint:
Defined as: the use of mechanical measures to re s tric t the
residents movement contingent upon some pre-determined
behavior. (Non-medical)

Center
1

Answer
1) Yes
2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? 55
minutes

3)

Does a human rights committee approve of this
procedure prior to its use?

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
(Restraints are used only as emergency proce
dures - not for programming purposes. The
Mental Health administrative regulations are
used.)

2

1) Yes
2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints?

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to ,
the human rights committee?
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Answer

Center

Physician - Yes
3

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? 12
hours

3)

Does a human rights committee approve of this
procedure prior to its use? No (only occasion
a lly )

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The Program Director - Yes

4

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? 10
minutes

3)

Does a human rights committee approve of this
procedure prior to its use?

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Other - Pre-determined at interdisciplinary
team meeting i f assessment suggests horrible
need

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? 1 hour

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
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Answer

Center

Psychologist - Yes
Physician - Yes
The resident's parent or guardian - Yes
The Program Director - Yes (by benefit of IDT
meeti ng)
6

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? Twelve
(12) hours

3)

Does a human rights committee approve of this
procedure prior to its use? Yes

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Program Director - Yes
Other - Program supervisor - Yes

7

1) Yes
2) I f yes, what is the maximum amount of time a
resident would be placed in restraints? 12
hours on one order
3) Does a human rights committee approve of this
procedure prior to its use? No
4) Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Physician - Yes
1) Yes
2) I f yes, what is the maximum amount of time a
resident would be placed in restraints? 2 hours
3) Does a human rights committee approve of this
procedure prior to its use? No
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Answer

Center

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to ,
the human rights committee?
Physician - Yes
The Program Director - Yes
Other - Registered Nurse - Yes
(Interdisciplinary Team)

9

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? un
specified

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Physician - Yes

10

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident would be placed in restraints? 15
minutes a fte r calm or 1.75 hours, whichever
occurs f ir s t

3)

Does a human rights committee approve of this
procedure prior to its use? Yes (Unless i t is
an emergency, in which case only physician
approves)

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident’ s parent or guardian - Yes
(As amended above)

11

1)

No

12

1)

No
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D.

Quiet Time:
Defined as: Requesting an individual to go to a lesser
reinforcing environment where egress is not prevented, con
tingent upon some pre-determined behavior.

Center
1

Answer
1) Yes
2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? —

3)

Does a human rights committee approve of this
procedure prior to its use? No

4) Does one or more of the following people approve
o f these procedures prior to , or, in addition to,
the human rights committee?
2

1) No

3

1) Yes
2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? i f specified by
s ta ff usually less than 3 hours, however res i
dents have elected to spend the entire night
in such an area.

3)

Does a human rights committee approve of this
procedure prior to its use? No

4) Does one or more of the following people approve
o f these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
The Program Director - Yes
Other - Program and S h ift Supervisor - Yes
4

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? No lim it has
been specified

3)

Does a human rights committee approve o f this
procedure prior to its use? No

4)

Does one or more of the following people approve
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Answer

Center

of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
The Program Director - Yes
(Set-up at place of service as possibility)
5

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? 1 hour

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes

6

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? One (1) hour

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to , or, in addition to,
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The Program Director - Yes
Other - Program supervisor - Yes

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? 1 hour

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
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Center

Answer

of these procedures prior to, or in addition to,
the human rights committee?
(The clinician in the resident's dorm would
w rite the program. The clinician came from a
variety of disciplines.)
8

1)

Yes

2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? —

3)

Does a human rights committee approve of this
procedure prior to its use? No

4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Physician - Yes
The Program Director - Yes
Other - Registered Nurse - Yes

9

1) Yes
2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? Unspecified

3)

Does a human rights committee approve of this
procedure prior to its use? —

4) Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
Other - Program Supervisor - Yes
10

1) Yes
2)

I f yes, what is the maximum amount of time a
resident can be in quiet time? 5 minutes after
calm or 1.75 hours, whichever occurs f ir s t

3) Does a human rights committee approve o f this
procedure prior to its use? No
4)

Does one or more of the following people approve
of these procedures prior to, or, in addition to,
the human rights committee?
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Center

Answer

Psychologist - Yes
Physician - Yes
Social Worker - Yes
(As members of the interdisciplinary team)
11

1)

Yes

2) I f yes, what is the maximum amount of time a
residentcan be in quiet time? 30 minutes
3)

Does a human rights committee approve of this
procedure prior to its use? No

4) Does one or more of the following people approve
of these procedures prior to , or, in addition to
the human rights committee?
Psychologist - Yes
Physician - Yes
The Program Director - Yes
12

1)

Yes

2) I f yes, what is the maximum amount of time a
residentcan be in quiet time? 10 minutes
3)

Does a human rights committee approve of this
procedure prior to its use? No

4) Does one or more of the following people approve
of these procedures prior to , or, in addition to
the human rights committee?
Psychologist - Yes
Physician - Yes
Social Worker - Yes
The resident's parent or guardian - Yes
The Director - Yes
The Program Director - Yes
7.

What is your total number of residents (M.R.) in the fa c ility ?
Center

Answer

1

176

2

700

3

884

4

385
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Answer

Center

5

90

6

650

7

387

8

288

9

170

10

1050

11

775

12

160

In the community?
Answer

Center

1

200 +

2

54

3

279

4

500+

5

700 (approx.)

6

215

7

150 C.S. Many C.S. residents have been discharged
so our community number doesn't mean much

8

27

9

20-30

10

8.

Genesee, Lapeer & Shiawassie Counties

11

549

12

400,000 (Wayne County)

How ;rar?y psychologists do you have on staff?
Center
1

Answer
1
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Center

2

Answer

6 FTE (5 fu ll time, 2 - h time)

3

10

4

5 as of August 7/78

5

4

6

Six (6)

7

3 psychologist positions, 4 other psychologists work
in administration

8

One (recruiting for others)

9

One

10

15

11

8

12

4

A.

Of these, how many are assigned primarily to the in-house
population?

Center

Answer

1

's

2

All

3

10

4

3

5

1

6

Five (5)

7

3

8

One

9

One

10

15

11

7

12

3
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B.

How many are assigned primarily to the Community?
include nursing home programs)

Center

(Please

Answer

1

% (Will hire 1 or 2 more a fte r September 30, 1978;
running short handed now.)

2

Each psychologist is a member of interdisciplinary
team and works with those from his program in the
community.

3

None

4

1

5

3

6

One (1)

7

0

8

None

9

None

10

0

11

0

12

1
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DEFINITIONS
F a c ilitie s - refers interchangeably to as "developmental centers,"
" fa c ilitie s or institutions."
Over-correction/restitution - the individual is required to restore
or attempt to restore the immediate environment to a
better situation than its original condition after
he/she has damaged or otherwise upset the environment.
Quiet-time - requesting an individual to go to a lesser reinforcing
environment where egress is not prevented, contingent
upon some predetermined behavior.
Recipients - refers interchangeably to "clients" or "residents" of
state fa c ilitie s for M.R. persons.
Restraint -

the use of mechanical measures to re s tric t the resident's
movement contingent upon some predetermined behavior
(non-medical).

Time-out

placing an individual in a room or less reinforcing
environment in which egress is prevented, following
some predetermined inappropriate behavior.

-

72
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